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A  CASE  OF  ENCYSTED  ASCITES 

SIMULATING  OVARIAN  DROPSY;  OPERATION; 
DEATH;  AUTOPSY. 


BV  AUG.  F.  ERICH,  M.  D., 

Prtfessor  of  Diseases  of  Women,  College,  of  Physicians  and  Surgeons,  Bal¬ 
timore  ;  Surgeon  to  the  Maryland  Woman's  Hospital. 


The  following  case,  illustrating  the  dilficulties  of  the 
differential  diagnosis  between  encysted  dropsy  of  the 
peritonseum  and  of  the  ovary,  is  published  as  a  contribu¬ 
tion  to  the  statistics  of  those  mistakes  in  diagnosis 
which  to  a  wise  physician  are  said  to  be  more  instruct¬ 
ive  than  twenty  successes.”  ^ 

Annie  Talbott,  colored,  aged  twenty,  unmarried,  but 
mother  of  two  children,  consulted  me  at  the  Central  Dis¬ 
pensary  on  August  26, 1875,  on  account  of  an  abdominal 
tumor.  Her  last  child  was  born  in  1872.  She  has 
had  no  abortions.  Menstruation  began  when  she  was 
thirteen  years  old,  and  continued  regularly  until  be¬ 
tween  two  and  three  years  ago.  At  that  time  she 
began  to  have  pains  in  the  abdomen,  and  about  two 
years  ago  she  noticed  a  tumor  in  the  right  iliac  region. 
Since  then  she  has  had  a  great  deal  of  pain  in  that 
situation,  and  the  tumor  has  been  constantly  enlarging. 
I'rom  the  first  ajipearance  of  the  tumor  her  menstrua¬ 
tion  had  become  very  irregular,  and  the  amount  of  the 
discharge  had  generally  been  large.  During  the  last 
six  months  she  had  ceased  to  menstruate.  She  has 
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A  Case  of  Encysted  Ascites. 

never  had  leucorrhoea.  Has  much  pain  while  walk¬ 
ing,  which  she  describes  as  sharp  and  lancinating. 

The  abdomen  at  the  umbilicus  measured  thirty-two 
inches,  the  right  half  being  decidedly  larger  than  the 
left.  There  were  present  all  the  physical  signs  of  a 
large  ovarian  cyst  in  the  right  side  of  the  abdomen, 
such  as  rotundity  of  the  abdomen  in  the  supine  j)ost- 
ure,  dullness  oti  percussion  over  the  surface  of  the  ab¬ 
domen  in  the  same  position,  percussion  sounds  unal¬ 
tered  upon  change  of  position.  No  evidences  of  renal, 
hepatic,  or  cardiac  disease.  Skin  normal  as  to  color, 
moisture,  etc.  No  oedema  of  the  feet.  The  sitting 
posture  atfected  the  shape  of  the  abdomen  but  little  ; 
the  line  of  dullness  on  its  upper  boundary,  however, 
was  curved,  with  its  convexity  upward.  vVortic  pidsa- 
tion  was  transmitted.  The  uterus  was  retroverted,  of 
normal  size,  and  slightly  movable.  A  smooth  and 
round  tumor  occupied  the  entire  roof  of  the  vagina. 
Her  health  had  not  failed  more  than  is  usual  in  ova¬ 
rian  dropsy. 

The  late  Professor  Thomas  K.  Brown,  whose  un¬ 
timely  death  leaves  a  void  in  the  ranks  of  j)rogre8sive 
surgeons  not  easy  to  fill,  was  present  at  the  examina¬ 
tion,  and  stated  that  the  patient  had  been  under  his 
care  for  some  time  ;  that  lie  had  examined  her  care¬ 
fully,  and  diagnosticated  unilocular  ovarian  cyst.  He 
had  evacuated  the  cyst  by  tapping,  and  finding,  upon 
careful  jialpation  of  the  abdomen,  only  so  much  of  the 
cyst  remaining  as  could  be  attributed  to  the  collapsed 
cyst  walls,  and  the  fluid  evacuated  corresponding  to  all 
the  chemical  and  microscopic  characters  stated  to  be 
present  in  ovarian  cystic  fluids,  he  sent  the  case  to  me 
for  operation.  Concurring  in  the  opinion  of  Professor 
Brown,  with  reference  to  the  nature  of  the  case,  I  de¬ 
termined  to  operate  as  soon  as  more  favorable  weather 
set  in.  ^  • 

The  patient,  having  suffered  much  from  pain  and 
loss  of  sleep,  presented  that  peculiarly  anxious*expre^- 
sion  of  countenance  so  characteristic  of  ovarian  dropsy. 
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She  was  placed  upon  tonics  and  alteratives,  and  also 
opiates  for  the  relief  of  pain  and  sleeplessness.  Under 
this  treatment  she  soon  gained  flesh,  and  lost  entirely 
that  anxious  expression  of  the  face  already  mentioned, 
so  that  on  tlie  day  of  operation  she  presented  a  good 
supply  of  adipose  tissue,  and  was  otherwise  in  good 
condition  for  the  operation. 

About  the  middle  of  September  the  patient  had  an 
attack  of  peritonitis,  which,  however,  yielded  readily 
to  large  doses  of  morphia  and  quinine.  A  few  days 
before  the  operation  she  was  etherized  and  subjected 
to  another  most  careful  examination,  in  the  presence 
and  with  •  the  assistance  of  Professors  Brown  and 
Lynch.  During  this  examination  two  additional  facts 
were  elicited :  — 

(1.)  The  presence  of  a  small  amount  of  ascitic  fluid 
in  the  peritoneal  cavity,  especially  on  the  left  side  of 
the  abdomen 

(2.)  Slight  resonance  at  a  circumscribed  point  upon 
the  anterior  surface  of  the  tumor,  near  the  umbili¬ 
cus. 

The  small  amount  of  the  ascitic  fluid  was  thought  to 
be  the  result  of  the  recent  attack  of  peritonitis,  and 
the  circumscribed  resonance  attributed  to  a  loop  of  in¬ 
testine  adhering  to  the  anterior  surface  of  the  tumor,  — 
a  rare  condition  referred  to  by  Peaslee.^ 

No  other  disease  except  encysted  dropsy  of  the  peri¬ 
tonaeum  could  present  so  many  characteristic  signs  of 
ovarian  cyst  as  were  present  in  this  case  ;  but  so  many 
of  the  supposed  distinctive  signs  of  this  disease,  as  laid 
down  by  Peaslee,^  were  absent,  that  the  diagnosis  of 
ovarian  cyst  was,  I  think,  justified.  Tlui  diagnostic 
features  of  ovarian  dropjsy,  as  given  by  Peaslee,  were 
nearly  all  present,  as  rapid  growth  of  the  tumor,  im¬ 
pairment  of  health,  with  the  peculiar  features,  promi¬ 
nence  of  abdomen,  tumor  felt  per  vaginam,  uterus  be¬ 
hind  tumor,  large  quantity  of  fluid,  and,  as  positively 

1  Ovarian  Tumors,  New  York,  1872  150. 

^  Op.  cit.,  paj^es  155,  156. 
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stated  by  Professor  Brown,  a  microscopist  of  experi¬ 
ence,  the  presence  of  the  so-called  “ovarian  cell.”  In 
view  of  these  facts  it  was  decided  to  operate.  On 
October  29,  1875,  after  all  the  usual  preparatioiis  for 
ovariotomy  had  been  made,  the  patient  was  etherized, 
and  an  explorative  incision  of  three  inches  in  length 
was  made  in  the  linea  alba.  Upon  entering  the  peri¬ 
tonaeum  a  profuse  quantity  of  amber-colored  fluid 
gushed  forth,  making  it  evident  that  the  cyst  had  been 
opened.  An  introduction  of  the  hand  into  the  cavity 
soon  satisfied  me  that  the  case  was  one  of  encysted 
ascites.  I  next  proceeded  to  detach  the  adhesions,  and 
in  doing  so  opened  the  main  cavity  of  the  peritonamm, 
which  was  indicated  by  a  new  gush  of  a  similar  fluid. 
Finding  what  seemed  to  be  small  cysts  between  coils 
of  intestine  adherent  to  each  other,  I  enlarged  the  in¬ 
cision  to  five  inches,  opened  a  number  of  cysts  ranging 
iti  size  from  a  hen’s  egg  to  an  orange,  and  after  care¬ 
fully  cleaning  out  the  abdominal  cavity  a  Thomas’s 
drainage  tube  was  introduced,  and  the  wound  closed 
by  deep  sutures  of  silver  wire  and  superficial  sutures  of 
silk.  The  time  occupied  in  the  operation  from  the 
first  incision  to  the  closing  of  the  wound  was  sixty-one 
minutes. 

Immediately  after  the  operation  the  patient’s  temper¬ 
ature  was  98.25°  F. ;  pulse  100.  She  was  put  to  bed, 
and  pain  averted  by  hypodermic  injections  of  morphia. 
She  was  nourished  by  rectal  injections  of  a  mixture 
consisting  of  beef  essence,  sweet  cream,  egg,  and  whisky. 
In  addition  four  grains  of  quinine  were  given,  also  per 
rectum.  Later,  when  the  injections  were  no  longer 
retained,  astringents  were  added  to  check  the  diarrluea. 
Nothing  but  ice  with  a  little  whisky  or  table  tea  could 
be  given  by  the  mouth  without  exciting  vomiting. 
The  abdominal  cavity  was  washed  out  every  eight 
hours  with  carbolized  water  of  the  strength  of  sixteen 
grammes  to  the  pint.  Later,  one  drachm  of  chloride 
of  sodium  was  added  to  each  pint  of  the  injection. 
The  temperature,  pulse,  and  respiration  were  recorded 
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every  six  iiours.  The  temperature  generally  ranged 
between  100°  F.  and  101°  F.,  only  four  out  of  the 
observations  taken  rising  as  high  as  103°  F.  The 
range  of  the  pulse  was  between  140  and  160,  and  the 
respiration  between  20  and  24.  The  observation  taken 
on  the  sixth  day  after  the  operation  and  five  hours 
before  death  was,  temperature  101.5°  F.,  pulse  140, 
respiration  18. 

Symptoms  of  septicmmia  w'ere  developed  as  early  as 
the  third  day.  Neither  temperature,  pulse,  or  respira¬ 
tion  indicated  the  approach  of  death.  The  rapidly 
failing  strength  and  progressively  increasing  loss  of 
consciousness  were  the  only  indications  of  that  issue. 
Death  took  place  at  1.53  p.  ii.,  of  November  4th,  the 
patient  having  lived  a  little  over  six  days  after  the 
operation.  The  autopsy  was  held  by  my  colleague 
Professor  Bevan,  whose  report  is  as  follows  :  — 

POST-MOKTKM  EXAMINATION  OF  ANNIE  TALBOTT. 

‘‘  Section  made  eight  hours  after  death,  November  4, 
1875  :  — 

“  The  wound  through  the  abdominal  walls  made  at 
the  operation  was  five  inches  in  length  ;  the  lower  part 
of  this  incision  externally  had  united  around  the  drain¬ 
age  tube;  the  external  upper  part  of  wound  ununited. 
At  points  corresponding  to  the  wire  and  silk  sutures  ad¬ 
hesion  had  taken  place. 

“  The  post-mortem  incision  was  made  from  the  median 
line  to  the  angle  of  the  eighth  rib,  then  to  crest  of  the 
right  ilium,  along  Poupart’s  ligament  to  the  crest  of 
the  left  ilium,  and  the  flap  thus  included  turned  to  the 
left  side. 

“  The  ascending  and  transverse  colon  was  adherent 
to  the  j)arietes ;  the  stomach  was  bound  firmly  to  the 
liver  and  transverse  colon.  The  peritonaeum,  both 
visceral  and  parietal  layers,  was  of  a  creamy  white 
color,  and  everywhere  covered  with  recently  exuded 
lymph.  The  whole  mass  of  the  intestines  was  firmly 
bound  together,  to  the  neighboring  organs  and  to  the 
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abdominal  walls.  Here  and  there  small  pouches  or 
cysts,  containing  serum,  and  varying  in  size  from  a 
walnut  to  a  cocoanut,  were  found.  They  were  com- 
|)letely  envelopeil  hy  either  peritoneal  adhesions  or 
bridges  of  lymph.  Immediately  under  the  liver  and 
between  that  organ  and  the  ascending  colon  was  (piite 
a  large  pouch  or  cyst ;  another  cyst  was  found  on  a 
line  with  the  umbilicus,  between  the  internal  border 
of  the  colon,  small  intestines,  and  abdominal  parietes. 
The  entire  contents  of  the  abdomen  were  bathed 
with  a  yellowish  ochre-colored  fluid  of  a  highly  offen¬ 
sive  odor.  The  drainage  tube  had  passed  behind  the 
uterus,  lymph  had  formed  a  complete  wall  around  it,  and 
hy  an  adhesion  between  the  posterior  and  lower  por¬ 
tion  of  the  uterus  and  the  rectum  Douglas’s  cul-de-sac 
had  been  obliterated.  The  ovaries  were  normal.  A 
cyst  of  the  size  of  a  hen’s  egg  was  found  at  the  fundus 
uteri.  The  peritonmura  over  and  around  the  symphysis 
pubis  was  much  thickened  and  easily  torn.  The  in¬ 
ternal  surface  of  the  operative  incision  was  united  at 
one  or  two  points,  whilst  its  edges  generally  were 
blackened  and  gangrenous  ;  this  gangrenous  condition 
extended  some  distance  on  the  small  intestines  beneath 
the  wound.  Kidneys  normal.  Liver  of  normal  size 
and  color,  but  very  friable.  Lungs  adherent  by  their 
bases  to  the  pleurm  and  diaphragm,  but  otherwise  nat¬ 
ural.  No  e\idences  of  tubercle  or  glandular  etdarge- 
ment  about  the  body.  Heart  normal.” 

The  death  of  the  patient  was  evidently  due  more  to 
septicaunia  than  to  peritonitis.  Perfect  drainage  and 
washing  out  of  the  abdominal  cavity  was  rendered  im¬ 
possible  by  the  numerous  divisions  formed  by  the  ad¬ 
hesions  between  the  intestines.  In  addition,  the  intes¬ 
tines  surrounding  the  drainage  tube  had  become 
agglutinated,  thus  preventing  the  water  entering  the 
main  cavity  of  the  peritonaium.  This  accident  sug¬ 
gests  the  propriety  of  ojnnecting  the  drainage  tube 
with  the  injection  apparatus  in  such  a  manirer  as  to 
cause  the  water  partially  to  fill  and  distend  the  cavity 
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before  allowing  it  to  escape.  I  have  learned  to  con¬ 
sider  a  drainage  tube  a  sometimes  necessary  evil,  and 
think  that  it  should  be  dispensed  with  whenever  the 
peritonaeum  can  be  kept  clean  without  it. 

An  examination  of  the  fluid  removed  from  the  cysts 
gave  a  specific  gravity  of  1030  ;  it  was  of  an  amber  color, 
did  not  coagulate  spontaneously,  and  left  a  thick  de¬ 
posit.  A  microscopical  examination  discovered  gran¬ 
ular  bodies  corresponding  to  the  “  ovarian  cell  ”  de¬ 
scribed  by  Dr.  Drysdale,  of  Philadelphia,  and  by  him 
considered  diagnostic  of  ovarian  cysts. 

After  a  careful  consideration  of  all  the  circumstances 
of  this  case,  and  after  no  inconsiderable  subsequent  ex¬ 
perience,  I  am  as  yet  “  aware  of  no  means  by  which 
such  cases  are  to  be  distinguished  from  ovarian 
dropsy.”  ^ 

1  T.  Spencer  Wells.  Disease  of  the  Ovaries,  page  134. 


